CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

CDS/S.N.A.P. N.W.- Stop Now and Plan SCHOOL FORM
CDS Family & Behavioral Health Services, Inc.

	I, _____________________________________Parent/Guardian, of Youths Full Name​​​​​​​_______________________________

/
/
 hereby authorize CDS/SNAP N.W., located at 620 S.W. Arlington Bld.
              (Youth’s DOB)

 Lake City, FL, 32608     (phone 386-331-4229, meagan_greenwood@cdsfl.org

Obtain


Release 
     x       Exchange
                             
                             (please check one)

The following (check all that apply):

      x     Treatment/Individual plan                                            x    Psychological/Psychiatric evaluation, 

______ Discharge Summary
test results and treatment


      x     Education information


           x   Behavioral observations

      x     Medical treatment



                 Legal information

______ Summary Letter                                                             x    Psychiatric/ Psychological Consultations 

             All Records  

                                                                                                     x   Other Consultation to communicate with school staff and receive Teacher Report Form Pre and Post and to conduct school visits
For the purpose of (check all that apply):

             Coordinating the full delivery                               
    Legal Purposes

           of CINS/FINS services 


   Personal Use 


                             
    Counseling


   Referral services



   
Other (specify)





	

	Agency/individual obtaining, releasing, and/or exchanging participant information:       Paper        Verbal       Electronic      
(Agency Name)



     (Contact Person Name)

     (Phone Number)

Agency Address (Street)



(City)


(State)


(Zip)

	I understand that information concerning my participation is protected under Federal and State regulations governing confidentiality and release of information.  Services provided by CDS and my participant record cannot be disclosed without my written consent, unless otherwise provided for in the regulations.  I also understand that I may revoke my written consent at any time, except to the extent that action has been taken in reliance upon it. 

This authorization is valid for one year from the date of signature unless otherwise indicated:

Expiration date (optional): 

_________________________

Participant /guardian rights and acknowledgement:

- I understand that this authorization is voluntary.

- I understand that I may revoke this authorization at any time by providing a written request, except where action has already been taken.

- I understand that information disclosed may be subject to re-disclosure and no longer protected by federal privacy regulations.

- I understand that services will not be denied based on my decision to release or withhold information, except where permitted by law.

Signature of participant (or legal guardian if participant is a minor or legally unable to consent):
Participant Signature:     





​​​​​​​​​ Date: 




(If the participant is under 18 their signature is not required.)

Signature of:

                                           
           

 Date: 




     (please check one) 
              (parent (guardian (authorized representative
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